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The highest risk for psychosocial problems was found in children whose parents had minimal social 47 networks (OR=1.97; [1.26-3 .08]99%CI) at both time points. Children with more than 3 vulnerabilities 48 were at more than double the risk of developing psychosocial problems at baseline and follow-up.
Introduction

56
It has been widely acknowledged that disadvantaged socio-economic circumstances are associated with 57 increased health risk [1, 2] . Socioeconomic status (SES) including family income, parental education, and 58 occupational status has been associated with a wide range of health, cognitive, and socioemotional 59 outcomes in children, with effects beginning prior to birth and continuing into adulthood [2] . Particularly, 60 children from low SES were shown to manifest more behavioural and emotional problems than children 61 from high SES [3] .
62
An array of mechanisms linking SES to child well-being have been proposed, with most involving 63 differences in access to material and social resources or reactions to stress-inducing conditions by the 64 children and their parents [4] . Since in most countries inequality and social vulnerabilities have increased 65 during the last two decades, it is important to study the association between social vulnerabilities and 66 psychosocial problems in children [5] . Some studies have concluded that parents' social support is 67 beneficial for the well-being of children and negatively predicted delinquency across adolescence through 68 positive parenting behaviors and maternal engagement [6, 7] . Parents' social support allows children to 69 access to other support agents who reduce stress by promoting skills and resiliency [6, 8] . Several studies 70 have found that children from traditional families had lower risk for high school dropout and teenage 71 pregnancy and had better adult outcomes e.g. fewer socio-emotional and health problems as well as 
79
have been less frequently explored in the literature. Therefore, four vulnerable groups will be investigated 80 in the present study: 1) children from non-traditional families, 2) children whose parents lack a social 81 network, 3) children of migrant origin and 4) children with either one or both parents unemployed.
82
The present paper aims to explore (i) the cross-sectional and longitudinal associations between being 83 member (vs. non-member) of a vulnerable group and psychosocial problems (poor well-being and 84 internalising problems) in European children, (ii) the association between changes in vulnerabilities over 85 2-years and psychosocial problems at follow-up and (iii) the association of accumulated vulnerability 86 with psychosocial problems at two time points. Studying these associations will give important insights to 87 understand how disadvantaged socio-economic circumstances in children are associated with increased 88 health risks.
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Materials and methods
91
Study population
92
IDEFICS is a multi-centre prospective cohort study with a school and community- 
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The highest level of either the mother or the father was taken into account. and each outcome (well-being and internalising problems). The reference category used was the normal 212 (healthy) score for each outcome. All models included a random kindergartens/school and a random 213 country effect to account for the clustered study design.
214
One cross-sectional and two longitudinal analyses were conducted. In the cross-sectional analysis, 215 predictor and outcome variables from T0 were used. In the first longitudinal analysis, children's well-216 being and internalising problems at T1 were related to the T0 exposures. 
272
The findings of our study are in line with the results of previous research despite some differences. Table 1 . Description of the study population, stratified by well-being and internalising problems (normal/abnormal) at baseline (T0) and follow-up (T1). Number of participants and percentages are shown for categorical variables and median for the continuous variables.
KINDL KINDL Questionnaire for Measuring Health-Related Quality of Life in Children and Adolescents; SDQ Strengths and Difficulties Questionnaire; V-V Vulnerable at T0 and T1, NV-V Non-vulnerable at T0 and Vulnerable at T1, NV-NV Non-vulnerable at T0 and T1.
a Social network was assessed with the question how many persons they could rely on in case of need: minimal (0-1 person) and strong (>2 persons). b Family structure: If the child did not live with both his/her parents, the family was defined as a 'non-traditional family'. Table 2 . Cross-sectional and longitudinal associations between vulnerability indicators and well-being and internalising problems at baseline (T0) and follow-up (T1) (reference: normal)
for the three models.
Results from the logistic mixed models: odds ratios (OR), 99% confidence intervals (CI) and p-values are shown.
KINDL KINDL Questionnaire for Measuring Health-Related Quality of Life in Children and Adolescents, SDQ Strengths and Difficulties Questionnaire Statistically significant results shown in bold font.
All models include random effects (school/kindergarten, country) to account for the study design.
a M1 at T0 were adjusted for baseline age, sex and lifestyle indicators: frequency of fruit and vegetable consumption, physical activity, total screen time and z-score of BMI (Body Mass Index) by Cole & Lobstein [26] .
b M2 at T0 were additionally adjusted for baseline classical SES indicators (education, income and occupation except for employment status model).
c M1 at T1 were adjusted for baseline age, sex, study region (intervention v. control) and well-being and internalising problems at T0 for KINDL and SDQ models respectively. d M2 at T1 were additionally adjusted for baseline classical SES indicators (education, income and occupation except for employment status model).
e Social network was assessed with the question how many persons they could rely on in case of need including their family: minimal (0-1 person) and strong (>2 persons).
f Family structure: If the child did not live with both his/her parents, the family was defined as a 'non-traditional family'. Statistically significant results shown in bold font.
WELL-BEING AT
All models include random effects (school/ kindergarten, country) to account for the study design.
a M1 at T1 were adjusted for baseline age, sex, study region (intervention v. control), well-being and internalising problems at T0 for KINDL and SDQ models respectively and lifestyle indicators: frequency of fruit and vegetable consumption, physical activity, total screen time and z-score of BMI (Body Mass Index) by Cole & Lobstein [26] .
c M2 were additionally adjusted for baseline classical SES indicators (education, income and occupation except for employment status model).
d Social network was assessed with the question how many persons they could rely on in case of need including their family: minimal (0-1 person) and strong (>2 persons).
e Family structure: If the child did not live with both his/her parents, the family was defined as a 'non-traditional family'. . b Models at T1 were additionally adjusted for study region (intervention v. control). c A total vulnerability score was calculated by adding up the scores (1 vs 0) of the six vulnerability indicators (low social network, non-traditional family, migrant background, unemployed, low-income and low-education). Total vulnerability score ranges from 0 (the child has none of the six vulnerability indicators) to six (the child has all six vulnerability indicators).
